Tiaprofenic acid is a nonsteroidal anti-inflammatory drug (NSAID) that has been used in the UK since 1982 as Surgam (Robbins). It can cause a severe cystitis which ifunrecognized as a side-effect can result in unnecessary and prolonged treatment.
CASE HISTORY
A woman aged 77 was referred to the urology clinic with a one-year history of lower urinary tract symptoms. She reported severe urinary frequency (ten to twelve times a day, once or twice at night) with dysuria, suprapubic pain, strangury and urgency. There was no history of gross haematuria. The symptoms were worsening and made her life miserable. Her medical history included hypertension, maturity onset diabetes mellitus, hyperthyroidism and osteoarthritis of the knees. She was taking Adalat Retard (nifedipine) 10mg twice daily, metformin 500mg twice daily, thyroxine 100mg daily and tiaprofenic acid 300mg twice daily (started 2 years ago by her rheumatologist). The arthritis was well controlled. Findings on examination were unremarkable and total blood count, urea, creatinine, electrolytes and bone profile were all normal. Midstream urine contained red and white blood cells but no epithelial cells or casts; there was no growth on culture; cytological examination revealed only inflammatory cells. There was no urinary tract calcification on plain X-ray; ultrasound showed a cyst in the lower pole of the right kidney and normal left kidney; an intravenous urogram was normal. At cystoscopy under general anaesthesia she proved to have a severe haemorrhagic cystitis and random mucosal biopsies revealed florid chronic cystitis with extensive ulceration of surface mucosa. Mast cells were present and the appearance was consistent with chronic interstitial cystitis. The tiaprofenic acid was withdrawn and on review six weeks later the symptoms had completely resolved. COMMENT A causal association has been suggested between tiaprofenic acid and a form of aseptic cystitis which can cause serious and long-term morbidity if the drug is not withdrawn promptly. Many patients have undergone extensive investigation and treatment including major surgery before the cause was recognized and the treatment was stoppedl2. Some, with interstitial nepbritis as well as cystitis, have died3. Soc Med 1999; 92:17-18 Endometriosis of the small bowel tends to declare itself with symptoms of intestinal obstruction. We report a case with serum amylase raised to levels seen in pancreatitis.
A previously fit and healthy premenopausal woman aged 51 was admitted with generalized abdominal pain, nausea and vomiting. There was no history of smoking or excessive alcohol consumption. Her abdomen was diffusely tender but bowel sounds were normal. Haematological and biochemical investigations including liver function tests were all within normal limits with the exception of serum amylase, which was 711 iu/L and subsequently rose to 1377iu/L (Figure 1) . A plain X-ray of the abdomen showed mild dilatation of small bowel with gas present throughout. Pancreatitis was diagnosed, but ultrasound and computed tomography (CT) examination revealed no evidence of choledocholithiasis or peripancreatic collection. Department of Surgery, George Eliot Hospital NHS Trust, Nuneaton CV10 7DJ, UK Correspondence to: Mr L S Wong MD FRCS, 21 Furrows Close, Littlethorpe, Leicester LE9 5JR, UK
